The classical triad of urethritis, arthritis, and conjunctivitis redescribed in 1916 by Reiter254 was originally reported in 1776 by Stoll298 in association with dysentery and in 1818 by Brodie45 in association with venereal infection. During the last century other features have been added, resulting in a tetrad or a more complicated set of clinical features. At the other end of the spectrum formes frustes have been clearly defined, and such terms as 'incomplete Reiter's syndrome' have been used. 18 Mucocutaneous manifestations of Reiter's syndrome (RS) have been recognised for several decades. The specific lesions have been included under different names. For example, skin involvement is considered as keratodermia blennorrhagica, mucosal involvement of the mouth as stomatitis, and ulceration of the glans penis as circinate balanitis. Finally, nail disease may occur.
In 1893 Vidal reported the association between keratodermia blennorrhagica and urethral infection.319 In 1934 Weidmann clearly described this skin lesion as part of RS.324 In 1900 Stanislawski reported stomatitis in a patient with gonorrhoea, arthritis, keratodermia blennorrhagica, and shedding of nails.294 Balanitis itself has been recognised since 189761 but confusion about the role of gonorrhoea in its causation continued until the late 1930s.
The prevalence and natural history of these skin lesions remain unclear. The primary reason for this is that the mouth ulcers are usually clinically inapparent, causing little or no discomfort and perhaps disappearing within a few days. Moreover, the skin lesions of keratodermia blennorrhagica, usually on the soles of the feet, may go unnoticed by the patient and physician. These too usually cause no symptoms and may disappear within a few weeks with no trace. Balanitis is usually not recognised in uncircumcised patients and even in the circumcised the lesions are often small and symptomless. For obvious reasons, genital lesions in females will often go unnoticed by all concerned.
A further problem results from a lack of consensus on diagnostic criteria. Mouth ulcers are common and the stomatitis of RS may resemble other non-specific mouth lesions. Karatodermia blennorrhagica looks clinically and histologically like psoriasis. The lesions on the glans penis resemble non-specific infective processes. Nail lesions may mimic those seen following fungal infection or psoriasis.
Keratodermia blennorrhagica
Keratodermia blennorrhagica occurs most often on the soles of the feet, glans penis, and toes. Discrete lesions may be found elsewhere on the limbs, scrotum, trunk, scalp, and palms. In severe cases keratodermia may effect the whole body, resulting in exfoliation and even death.56
Macroscopically the lesions begin as discrete vesicles, appearing on the soles of the feet. Within a few days the contents of the vesicles become opaque and the wall thickens, resulting in typical hyperkeratotic nodules. There is little evidence of local inflammation apart from a narrow erythematous base around the lesion. The vesicles may develop in crops, and as they mature further vesicles appear, grow, and sometimes coalesce.
If the initial small vesicular or 'pustular' lesion is opened a keratotic material is found. The hyperkeratotic crust eventually peels from the skin, leaving no scar. Keratodermia blennorrhagica usually develops several weeks after the onset of RS. Fig. 1 . Later these lesions spread (Fig. 2) . Fig. 3 shows this same foot six weeks later completely healed with no residual scarring. Minimal nail lesions are still seen. Figs, 4 , 5, and 6 show, respectively, examples of keratodermia of the sole, the palm and, the lower limbs.
The relationship between skin lesions and overall severity and prognosis of RS has not been defined.
In our study there appears to be no correlation `-4 .F between keratodermia blennorrhagica at any time during the course of the disease and overall functional status at follow-up of 6 -4 years. Balanitis (present in 46 % of individuals at outset) was still present in 29 % of patients after a mean follow-up of 6-4 years. Likewise keratodermia present in 22 % of patients at the beginning of the study was present in 17% at §~~~~~~~~~~~~~~~~. (Fig. 8) .
One striking aspect of the mucocutaneous lesions seen in RS is that none of them are seen in association with ankylosing spondylitis, a disease closely related to RS. 
